ABSTRACT OBJECTIVES This study sought to estimate the differential incidence and prognostic significance of periprocedural myocardial infarction (MI) according to various definitions.
On-pump or off-pump surgery was performed at the discretion of the surgeon.
In our center, routine measurements of CK-MB, as measured by mass assay, were performed in all patients who underwent PCI or CABG (12 We assessed the occurrence of periprocedural MI after PCI and CABG procedures using the second and third universal definitions of MI and the SCAI definition of a clinically relevant MI (Online Table 1 
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Periprocedural MI After Coronary Revascularization were calculated using the Kaplan-Meier method and compared using the log-rank test.
We used multivariable proportional-hazards models to examine the association of the presence of periprocedural MI with the risks of major coronary events and mortality in each stratum of PCI or CABG, according to each definition of MI (13) . Then, we determined whether there are differences in prognostic impact of periprocedural MI after PCI and CABG according to various MI definitions on future major cardiovascular events and mortality during follow-up. After unadjusted analyses were initially performed, multivariable Cox regression analyses were performed to adjust potential confounders identified by the investigators using a published data search and based on data available in our previous studies (11, 12) . These covariates included age, Values are mean AE SD or n (%).
CABG ¼ coronary artery bypass graft; LAD ¼ left anterior descending artery; MI ¼ myocardial infarction; PCI ¼ percutaneous coronary intervention.
survival curves and partial Schoenfeld residuals, and no significant violations were found. All statistical analyses were performed using R software CABG patients are shown in Table 1 . As expected from a real-world registry, the CABG patients had higher clinical and angiographic risk profiles than the PCI patients.
According to various definitions of MI, there was a substantial difference in the incidences of periprocedural MI (Figure 1 ). Using second universal definition of MI, the incidence of periprocedural MI was significantly higher after PCI than after CABG (18.7% vs. 2.9%). In third universal definition of MI, the overall incidence of periprocedural MI was lowest and the rate of periprocedural MI was slightly higher in the PCI group than in the CABG group (3.2% vs.
1.9%). Using criteria of the SCAI-defined clinically relevant MI, the incidence of periprocedural MI was significantly lower after PCI than after CABG (5.5% vs.
18.3%). Baseline clinical and angiographic characteristics of patients who were adjudicated to have periprocedural MI according to various definitions of MI are summarized in Table 2 . Values are mean AE SD or n (%).
SCAI ¼ Society for Cardiovascular Angiography and Interventions; other abbreviations as in Table 1 .
Periprocedural MI After Coronary Revascularization Major cardiovascular events included death from cardiovascular causes or spontaneous MI. Abbreviations as in Figure 1 .
Cho et al. Table 3 ). The rate of death at year 5 of follow-up was also higher among patients with periprocedural MI in PCI stratum. However, in CABG stratum, this finding was only maintained by the SCAI definition of MI.
In crude and adjusted analyses using a Cox proportional hazards models, the presence of periprocedural MI was significantly associated with a higher risk of major cardiovascular events in each stratum of PCI and CABG ( Figure 3 , Table 3 ). Similar trend was also observed for all-cause mortality (but not always statistically significantly).
DIFFERENTIAL PROGNOSTIC IMPACT OF PERIPROCEDURAL
MI AFTER PCI AND CABG. Unadjusted and adjusted rates and risks for future major cardiovascular events and death among patients who had periprocedural MI after PCI and CABG are shown in Table 4 However, using SCAI definition of MI, the adjusted risk for future major cardiovascular events after periprocedural MI was significantly higher after PCI than after CABG. Values are n/N or % unless otherwise indicated. Major cardiovascular events were defined as a composite of death from cardiovascular causes or spontaneous MI. *Cumulative rates of events are based on Kaplan-Meier estimates. †Hazard ratios are for patients with periprocedural MI as compared with those without periprocedural MI. ‡Models were adjusted for age, sex, body mass index, diabetes, prior MI, congestive heart failure, peripheral vascular disease, renal failure, clinical indication, number of diseased vessels (2-or 3-vessel disease), proximal LAD disease, left main disease, ejection fraction, and year of the index treatment.
CI ¼ confidence interval; other abbreviations as in Tables 1 and 2 .
DISCUSSION
In this large-scale observational study involving Cho et al. Values are % unless otherwise indicated. Major cardiovascular events were defined as a composite of death from cardiovascular causes or spontaneous MI. *Models were adjusted for age, sex, body mass index, diabetes, prior MI, congestive heart failure, peripheral vascular disease, renal failure, clinical indication, number of diseased vessels (2-or 3-vessel disease), proximal LAD disease, left main disease, ejection fraction, and year of the index treatment. †Hazard ratios are for patients with periprocedural MI after PCI as compared with those with periprocedural MI after CABG.
HR ¼ hazard ratio; other abbreviations as in Tables 1 to 3 . Several previous studies showed that the presence of periprocedural MI was associated with increased risk of major cardiovascular events and mortality, regardless of PCI or CABG (12, (14) (15) (16) . This finding was also consistent in our study. However, the potential mechanisms of myocardial necrosis are many but different in the setting of PCI and CABG (12, 16, 17 
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A U G U S T 1 4 , 2 0 1 7 : 1 4 9 8 -5 0 7 adjustment of time factor (fiscal year of cohort entry), overall findings were consistent (data not shown).
Finally, the exact mechanism linking post-CABG and post-PCI periprocedural MI with adverse cardiovascular events and mortality is still unknown in our study.
CONCLUSIONS
In this large cohort of patients with multivessel CAD, there were substantial differences in incidence and 
